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Anaerobic Infections in Obstetrics and Gyntecology by Professor Bayard Carter DSC MD (Department of Obstetrics and Gynaecology, Duke University Medical Center, Durham, NC, USA During the pre-adolescent and postclimacteric ages, the vagina is the normal habitat for bacteria commonly referred to as the nonspore-forming anaerobic group. During the menstrual ages the incidence of these bacteria in the vagina depends on the type of patients cultured, on the incidence of associated vaginal infections or infestations and on the culture methods used. The nonsporulating anaerobic bacteria constitute a large part of the bacterial flora of the lower intestinal tract and frequently, if not always, a part of the flora in the upper respiratory tract. The term 'nonspore-forming' also separates this group from the spore-forming anaerobic clostridia with which clinicians are more familiar.
The anaerobic cocci are morphologically similar toaerobiccocci and are placed by Bergey (1957) in the genera peptostreptococcus and peptococcus. The Gram-negative cocci which may be important are placed in the genus veillonella. Bergey also regards all anaerobic, nonspore-forming, Gramnegative bacilli as species of bacteroides or spherophorus.
Several species of Gram-positive, nonsporeforminganaerobic bacilli are regarded byBergey as species of corynebacteria (diphtheroids).
In reviewing Prevot's classification (1948) and in comparing it with Bergey's, the grouping of each will be found to be similar, with two essential differences. These exceptions are: (1) Prevot recognizes a number of species of Gram-positive, nonspore-forming anaerobic bacilli. Some of these organisms form gas in culture and for lack of better classification they are regarded as anaerobic corynebacteria. (2) Prevot on the basis of morphology also divided the bacteroides into two orders. Species not considered pleomorphic are placed in the order Bacteriales, whereas pleomorphic strains are believed to be related -to the actinomycetes and are placed in the order Actinomycetales.
The literature on bacteroides is interesting to the clinician but it is by no means complete or accurate. Much of the study of the nonsporeforming anaerobic group has been limited to work with a single strain or with a small number of strains.
The importance of nonspore-forming anaerobic bacteria in obstetrics and gynxcology has not been stressed in the literature on infections of the female pelvic structures. In none of the studies of the normal vaginal flora have the anaerobic bacteria been separated or identified. The bacteriologic studies in vaginitis have not stressed the importance of anaerobes as possible causes for nonspecific vaginitis.
In patients with bartholinitis and skenitis in our clinic, the nonsporulating anaerobic bacteria are the most common organisms isolated since the number of patients with gonococcal infections has decreased due to specific antibiotic therapy.
Pyometra, from all listed causes, has been featured by anaerobic bacteria in our culture methods. Pelvic inflammatory disease, other than that due to the tubercle bacillus or to the gonococcus, is generally featured by a symbiotic anaerobic infection due to anaerobic Gram-negative and Gram-positive cocci, to various species of bacteroides, to aerobic or anaerobic corynebacteria (diphtheroids) or to organisms of the coli-aerogenes group. Infections are most frequently due entirely to anaerobes.
Postpartum and postabortal endometritis, if studied by aerobic and anaerobic cultural methods, will show a tremendously high yield of nonspore-forming anaerobic bacteria.
Blood stream infections by the nonsporeforming anaerobic group are not uncommon.
Until adequate methods of culture and identification of these organisms are developed their actual role in a variety of common infections occurring in females will be difficult to determine. However, from our experience we consider these infections dangerous and we also know they may cause serious complications and death. Mr Albert Davis (London) said that severe Cl. welchii infections were still not uncommon, and he had recently had a fatal case following an abortion induced by douching. On the other hand a heavy growth of the same organism had been cultured from the vagina of a similar patient, who showed no clinical signs of infection whatever. He wondered what the explanation of this disparity was, and why it was that a bacterium so often found on the body and the clothes, and even on the floors of hospital wards, should so comparatively rarely cause serious infection.
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Professor Carter, in reply, said that the anaerobic nonspore-forming groupwasa separate group and must be distinguished from the genus clostridium which formed spores.
In answer to Mr O'Sullivan, he had to state that there was no specific treatment for infections due to the anaerobic nonspore-forming group of organisms. Treatment with antibiotics and chemotherapeutic preparations was ineffective and, in certain patients, caused severe complications. Reliance had to be placed on general care, surgical drainage of abscesses, pyometra, &c., and on multiple blood transfusions.
Professor Carter said that infections due to spore-forming anaerobic clostridia varied markedly. In severe Cl. welchii infections there was some hope from specific therapy and from early operation if the diagnosis was established early in the disease. As Mr Davis had stated, positive cultures of Cl. welchii were recovered from the vagina, the endocervix and the uterine cavity of many patients in whom there were no clinical findings to suggest disease.
Much work was necessary on the anaerobic nonspore-forming group before many forms of obstetric and gyntecological infections could be treated with any degree of confidence. Paracervical nerve block is a simple method of affording substantial pain relief to women in the first stage of labour. The method has been described previously by other workers (Davis et al. 1962 , Freeman 1961 but has not hitherto obtained the recognition in this country which it deserves.
The principle of the method is the injection of local anvsthetic solution through the lateral vaginal fornix into the pelvic cellular tissue at the base of the broad ligament. This blocks the conduction of pain impulses in the autonomic. nerves leaving the uterus as they traverse the pelvic plexus to reach the presacral nerves.
The block is carried out by using a needle 15 cm long ensheathed by a rigid guard tube which allows the tip to project only 7 mm.' A syringe is filled with local anaesthetic solution (e.g. lignocaine 1 % with adrenaline 1:200,000) and attached to the needle. Vaginal examination is made in the usual way but only the edge of the cervix and the lateral fornix need be identifieda more detailed examination can, more advantageously, be carried out later.
A swab soaked in antiseptic solution and mounted in sponge-holding forceps may be passed into the vagina to cleanse the lateral fornix. The guard tube is then guided by the fingers into the lateral fornix at about the '3 o'clock' position with regard to the cervix. The needle is pressed home so that the end, projecting 7 mm from the guard tube, penetrates the vaginal wall for this distance. After preliminary aspiration to exclude penetration of a blood vessel 10 ml of aneesthetic solution is injected and (without removing the guard tube from the vagina) the procedure repeated at the '9 o'clock' position on the other side. The needle and tube are then withdrawn.
The exact injection site is not criticalsome have made the injections posterolaterally with equal effect and X-ray studies using radiopaque media have shown the spread of the solution is the same in either case. The effect is immediate and it will be found that stretching the cervix digitallya normally painful procedureis now painless. Detailed pelvic examination can now be carried out with ease.
The effects of the nerve block last about one and a half hours and in 70 % of cases the relief of pain is either complete or very considerable. Indeed 'A suitable needle is now supplied by Messrs Thackray of Leeds
